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RHABDOMYOLYSIS 

 



PREPATELLAR BURSITIS 
/SEPTIC ARTHRITIS 



PATELLAR DISLOCATION 



Knee Dislocation/ Patellar Fx 



Case 1 

• Hx: 56y/o with a fall while skiing on intermediate run at Snow 
Basin, UT.   

• PE:  

– Arm held immobile in slight abduction 

– Unable to touch other shoulder 

– Loss of rounded appearance of shoulder 

 

 



The AP (A) and scapular Y (B) views of shoulder  

 

 



Acromion prominent  

Humeral head prominent 

Shoulder flexed 

Arm in slight  
  abduction 

Elbow flexed 

Forearm internally rotated, 
supported by other hand 

Testing sensation in  
areas of (1) axillary and 
(2) musculocutaneous 
nerves 

EXAMINATION 



Dislocation -Differential Diagnosis 

• In acute shoulder injury, should differentiate between 
– AC separation 

– Fractures - especially of clavicle 

– Acute subluxation - full range of motion except for limitations due 
to pain 
• May have positive apprehension and relocation test 

– Rotator cuff tears 

– Stingers/burners 



Dislocation 

• Anterior 95 - 97% vs. Posterior 3 - 5% 

• Most commonly dislocated major joint 

• Definition: complete loss of the humeral articulation with 
the glenoid fossa 

• Mechanism: 
– anterior:  posterior force against an abducted, externally rotated 

arm 

– posterior dislocation:  seizure, electric shock 



Reduction Techniques 

ARRONEN SELF REDUCTION 
 Patient sits on ground and firmly interlocks fingers in front of the knee 

on the same side of dislocated shoulder 

● Patient must maintain full elbow extension and relax the shoulder 
muscles for technique to be successful 

●  Steady traction applied by leaning backward and extending the hip 



Reduction of anterior shoulder dislocation 

 

• Mod. Kocher technique 

– traction 

– adduction 

– flexion 

• The Stimson technique  

– weight applied to shoulder in 
prone position 



Dislocation 

 

• Radiographs 
– Pre? and post reduction  

– AP, axillary lateral or transcapular view 

– confirm dislocation/reduction and r/o fractures 

• Complications  
– Musculoskeletal 

• Glenoid lesions 

• Rotator cuff tears 

• Recurrence 

• Humeral lesions 

– Neurologic and vascular  



Treatment 

• Reduction should be accomplished as soon as possible 
in patients with acute dislocation 

–Numerous techniques described 

–Consider sedation (Demerol/versed) if readily 
available, and longer elapsed times from injury. 



Post Reduction Treatment 

• Immobilization 2 - 6 weeks as needed for comfort. 
Immobilization never proven to change outcomes 

• Intensive rehabilitation with rotator cuff and scapular 
strengthening 

• Surgical referral 

– recurrent dislocation failed therapy 

– young, 1st time dislocations (due to high recurrence) 

– associated fractures 



Case 2 

• 27 y/o nurse s/p MVA 

• palpable "stepped" deformity 
between the acromion and 
the clavicle 

• minimal pain at AC joint 

 



AP shoulder 

• AC separation measuring 
greater then 100% (i.e., no 
residual acromioclavicular 
articulation). 

 

 



 

 



A-C Joint 

• Differential Diagnosis 

– Clavicle fracture 

– Shoulder dislocation 

– Contusion - “shoulder 
pointer” 



A-C Joint 

 

• Treatment 

– Grade I  

• Ice, NSAIDs, sling (for comfort) 

– Grade II 

• Same as grade I 

– Grade III 

• Controversial management that depends on degree of pain and 
deformity 

 



Case 3: 40 y/o male with shoulder weakness 

• Hx:  long hx of  L 
shoulder pain and 
weakness that began 
with HS tennis 

• Painful arc 

• Weakness on Abd and 
ER  

 
Atrophy Cuff muscles 



“Hidden” Ankle Injuries 

• Injuries that may accompany acute sprains which may fail to heal 
and cause sx later 

• Examine carefully for: 
– Maisonneuve fx – disruption of the deltoid and syndesmotic ligaments with 

prox fib fx 
– Syndesmosis injury without fx 
– “high” ankle sprain – tear ant tibiofibular lig 
– Fx lateral talar process 
– Fx anterior process os calcis 
– Achilles Tendon rupture 
– 5th MT fx 
– Midfoot sprain 

 



OTTOWA Ankle Rules 



Conditions Which Mimic Ankle Sprains on the Tibial Side 

• Tear of TIBIALIS posterior 



Conditions Which Mimic Ankle Sprains On The Tibial Side 

• Tear of Tibialis posterior 



Conditions Which Mimic Ankle Sprains On The Tibial Side 

• Tear of Tibialis posterior 



Conditions Which Mimic Ankle Sprains On The Tibial Side 

• Syndesmosis sprain 



Conditions Which Mimic Ankle Sprains On The Tibial Side 

• Navicular Sfx & Tuberosity Fx  



Conditions Which Mimic Ankle Sprains On The Tibial Side 

• Talar dome fracture 



Conditions Which Mimic Ankle Sprains On The Tibial Side 

•  Talar dome  

Fracture 



Conditions Which Mimic Ankle Sprains On The Fibular Side 

• Base of the 5th metatarsal 

 



Conditions Which Mimic Ankle Sprains On The Fibular Side 

• Base of the 5th metatarsal 

 



Conditions Which Mimic Ankle Sprains On The Fibular Side 

• Base of the 5th metatarsal 

 



Conditions Which Mimic Ankle Sprains On The Fibular Side 

• Midfoot sprain / 
Lisfranc Fx 



Conditions Which Mimic Ankle Sprains On The Fibular 
Side 

• Midfoot sprain / 
Lisfranc Fx 

 



Conditions Which Mimic Ankle Sprains On The Fibular 
Side 

• Midfoot sprain / Lisfranc Fx 



Conditions Which Mimic Ankle Sprains On The Fibular 
Side 

• Midfoot sprain / Lisfranc Fx 



HISTORY/PHYSICAL EXAM 

• DOC Someone Hit me in the heel! 

• Swollen and Painful Achilles 3-10 cm from calcaneus 

• Palpable and Visible defect (early) 

• Thompson Test (early) 

• O'Brien's Test  

• Inability to Heel Raise 



Physical Exam 



Physical Exam/Thompson Test 



BICEPS RUPTURE 



BICEPS RUPTURE 

• Distal Vs Proximal 

• Distal Urgent 

• Proximal Bulge = Distal injury 

• Distal Bulge = Proximal injury 

 



Hypertension Afloat 
LT Hillary Chace, D.O. 

PA&I Coordinator 

Medical Readiness Division San Diego 



 I have no relevant financial relationship with any commercial interests to 
disclose. 

 Presentation reviewed by Internal Medicine Staff, NMCSD 

Disclosures 



 To ensure all operational providers on sea-going platforms know how to 
screen, identify and treat hypertension to include urgency and 
emergency. 

Purpose 



 Definitions 
 Primary Essential Hypertension 
 Risk factors 
 Screening 
 Diagnosis  
 Evaluation 
 Physical Exam 
 Testing  
 Treatment 
 Urgency/Emergency 
 AMAL 
 Lifestyle Modifications 
 Complications  

 
 
 
 
 

Content 



 Normal blood pressure: systolic <120 mmHg and diastolic <80 mmHg 

 Prehypertension: systolic 120 to 139 mmHg or diastolic 80 to 89 mmHg  

 Hypertension (HTN): 

 Stage 1: systolic 140 to 159 mmHg or diastolic 90 to 99 mmHg 

 Stage 2: systolic ≥160 mmHg or diastolic ≥100 mmHg 

 

Definitions 



 White Coat HTN:  Blood pressure consistently elevated by office readings, but does not meet diagnostic criteria for HTN based upon out-of-office 
readings. 

 

 Moderate to severe hypertensive retinopathy (formerly called "malignant hypertension"): Moderate to severe hypertensive retinopathy, including 
retinal hemorrhages, exudates, or papilledema.  

 

 Hypertensive Urgency:  Severe hypertension (DBP > 120 mmHg) in asymptomatic patients. 

 There is no proven benefit from rapid reduction in blood pressure in asymptomatic patients who have no evidence of acute end -organ damage and are at little short-
term risk. 

 

 Hypertensive Emergency: Severe hypertension (DBP > 120 mmHg) with evidence of acute end-organ damage. Can be life threatening and requires 
immediate treatment, usually with parenteral medications in a monitored setting. 

 

Definitions 



 Blood pressure reacts to changes in the environment to maintain organ 
perfusion over a wide variety of conditions. Primary factors determining 
the blood pressure are the sympathetic nervous system, the renin-
angiotensin-aldosterone system, and the plasma volume (largely 
mediated by the kidneys). 

 Pathogenesis — Maintenance of arterial blood pressure is necessary for 
organ perfusion.  

 Blood Pressure (BP) = Cardiac Output (CO) x Systemic Vascular 
Resistance (SVR)  

 

 

 

Primary Essential Hypertension 



 Age  

 Obesity and weight gain  

 Family history – Twice as common in subjects who have one or two hypertensive parents 

 Race – More common, be more severe, occur earlier in life, and be associated with greater target-organ damage in blacks.  

 Reduced nephron number – Reduced adult nephron mass may predispose to hypertension, which may be related to genetic 
factors, intrauterine developmental disturbance, premature birth, and postnatal environment. 

 High-sodium diet – Excess sodium intake (eg, >3000 mg/day),  sodium restriction lowers blood pressure.  

 Excessive alcohol consumption  

 Physical inactivity –Exercise is an effective means of lowering blood pressure.  

 Diabetes and dyslipidemia – Appear to be associated with an increased risk of HTN 

 Personality traits and depression – Hypertension may be more common among those with certain personality traits, such as 
hostile attitudes and time urgency/impatience, as well as among those with depression.  

 

Risk Factors for Primary Essential Hypertension 



 Screening — 2015 United States Preventive Services Task Force (USPSTF) guidelines that all individuals 18 years or older 
should be screened for elevated blood pressure.  

 An elevated screening blood pressure, which is typically obtained in the clinician's office, should be confirmed using out-of-
office measurements, if possible. 

 However, at a minimum, the frequency of screening should be as follows: 

 Adults 40 years or older should have their blood pressure measured at least annually 

 Adults between 18 and 39 years should also be screened at least annually if they have risk factors for hypertension (eg, 
obesity) or if their previously measured blood pressure was 130-139/85-89 mmHg  

 Adults between 18 and 39 years whose latest blood pressure was <130/80 mmHg and have no risk factors for 
hypertension should be screened at least every three years.  

 

Who Should Get Screened? 





 Two or more office visits after initial screening of 140/90. 

  In the uncommon patient who has an initial screening blood pressure 
≥180/110 mmHg or who presents with hypertensive emergency, a 
diagnosis of hypertension can be made without further confirmation. 

 

Diagnosis 



 To determine the extent of target-organ damage and/or established cardiovascular disease. 
 To assess other cardiovascular risk factors 

 Serum LDL > 159 
 Serum HDL < 40 
 Diabetes mellitus or glucose intolerance  
 Smoking 

 To identify lifestyle factors that could potentially contribute to hypertension. 
 To identify interfering substances (eg, chronic use of nonsteroidal anti-inflammatory drugs, oral 

contraceptives) and potentially curable causes of secondary hypertension.  
 Most patients with presumed primary hypertension (formerly called "essential" hypertension) should 

undergo a relatively limited work-up for secondary causes utilizing information gained from the history, 
physical examination, and routine laboratory tests.  
 
 

Evaluation 





Physical Exam 



 Electrolytes and serum creatinine  

 Fasting glucose 

 Urinalysis  

 Lipid profile (total and HDL-cholesterol, triglycerides) 

 Electrocardiogram  

 

Testing 



 In uncomplicated Stage I Hypertension: 

 Thiazide diuretics (HCTZ) 

 Long-acting calcium channel blockers  

 Amlodipine 

 Angiotensin-converting enzyme (ACE) inhibitors 

 Lisinopril 

 Angiotensin II receptor blockers (ARBs)  

 Losartan 

 

Stage I Treatment 



 Black patients: Thiazide diuretic or long-acting calcium channel blocker 

 Diabetic nephropathy or non-diabetic chronic kidney disease with 
proteinuria: ACE inhibitor or ARB 

 Beta-blockers: No longer recommended as first line therapy 

 

Treatment 



 Start with combination two-drug therapy 

 Long-acting calcium channel blocker + long-acting ACE inhibitor 

 If patient is already on ACEi and thiazide, can replace ACEi with CCB 

 

Stage II Treatment 



 Definition: Relatively asymptomatic patient with a blood pressure in the 
"severe" range (ie, ≥180/≥120 mmHg), often a mild headache, but no 
signs or symptoms of acute end-organ damage. 

 How quickly should the blood pressure be reduced?  

  The blood pressure should be reduced over a period of hours to days,  

 What is the blood pressure target during this period of time?  

  <160/<100 mmHg. However, the mean arterial pressure should not be 
lowered by more than 25 to 30 percent over this relatively short period of 
time.  

 Short-term blood pressure target may need to be above 160/100 mmHg in 
patients who present with very high pressures. In the long-term, the blood 
pressure should usually be reduced further (eg, <140/<90 mmHg).  

Hypertensive Urgency 



 How should this goal be achieved?  
 Depends on whether blood pressure should be lowered more quickly (period of 

hours) or less quickly (period of days).  
 In addition, moving patients to a quiet room in which to rest can lead to a fall in 

systolic pressure of 10 to 20 mmHg or more.  

 If the blood pressure needs to be lowered over a period of hours, use oral 
furosemide, oral clonidine, or oral captopril. 

 If the blood pressure needs to be lowered over a period of days: 
  Resumption of antihypertensive therapy (in nonadherent patients) 
  Initiation of antihypertensive therapy (if patients are treatment naïve) 
  Addition of another antihypertensive drug (in patients who are currently treated). 

 
 

 

Hypertensive Urgency 



 Definition: Severe hypertension in adults (often defined as systolic blood pressure ≥180 mmHg and/or diastolic blood 
pressure ≥120 mmHg) associated with a variety of acute, life-threatening complications, including hypertensive 
encephalopathy, retinal hemorrhages, papilledema, or acute and subacute kidney injury. 

 Labetalol can be given as a series of intravenous bolus injections or as a constant-dose infusion. The bolus dose is 20 
mg initially, followed by 20 to 80 mg every 10 minutes to a total dose of 300 mg. The infusion rate is 0.5 to 2 mg/min. 

 Nitrates 
 Calcium channel blocker (Clevidipine, Nicardipine) 
 Dopamine-1-Agonosts (Fenoldopam) 
 Adrenergic-blocking agents (Labetalol, Esmolol) 
 Hydralazine 
 Enaliprat 

 

     **ICU LEVEL OF CARE** 
 

Hypertensive Emergencies 



 CG/DDG/LCS:  

 HCTZ 25mg tab 

 Lisinopril 10mg tab 

 Clonidine 0.2mg tab 

 Metoprolol 50mg tab 

What do I have in my AMAL? 

Starting Dosages: 
 
- HCTZ 25mg po daily 
 
- Lisinopril 10mg daily  

- Check K+ after 1st week 
- May increase to 40mg po daily (MAX dose) 

 
- Clonidine: 0.1 mg po BID to 0.2mg po BID 

 
- Metoprolol 50mg po BID  

- May increase to 200mg po BID (MAX dose) 



 LSD, LPD, LHA, LHD: 

 HCTZ 25mg tab 

 Lisinopril 10mg tab 

 Metoprolol 50mg tab 

 Amlodipine 5mg tab 

 Max 10mg daily 

 Verapamil 240mg tab 

 Clonidine 0.2mg tab 

 

What do I have in my AMAL? 



Lifestyle Modifications 



 Premature Heart Disease 

 Heart Failure 

 Heart Attacks 

 Sudden Death 

 Stroke 

 Intracerebral Hemorrhage 

 Chronic Kidney Disease Dialysis 

 

Complications of Hypertension 



 When going underway and on deployment ensure patients have enough medications! 

 When they do present with hypertension ensure they are hemodynamically stable. 

 Know your limitations and what resources you have! 

 Know your MEDEVAC protocol! 

 Call for help or email consult 

 IDCs: Physician Supervisor 

 Cardiology Duty: 619-804-2229 

Checklist at Sea 
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FLUOROQUINOLONES 
FDA Black Box Warning for Use in Certain Uncomplicated Infections 

 

 
 
 

LT Hillary Chace, D.O. 
PA&I Coordinator 

MRD CNSP 



  





 Augmentin (Amoxicillin-Clavulanate) 500mg/125mg po TID or 875/125mg 
orally po BID 

 PCN Allergy: Doxycycline 100mg po BID or 200mg orally daily 

 

 

Acute Sinusitis 



 Bactrim DS (Trimethoprim-Sulfamethoxazole 160/800 po BID x 3 days 

 Nitrofurantoin 100mg po BID x 5 days 

 Cephalexin 500mg BID x 5-7 days 

 

 

Uncomplicated Urinary Tract Infection 



 If uncomplicated use symptomatic treatment 

 If > than 10 days may warrant antibiotics treatment: 

 Azithromycin 500mg x 1, then 250mg po daily for Day 2-5 

 Doxycycline 100mg BID 

 Can use Levofloxacin 750mg po daily x 5 days or Moxifloxacin 400mg daily x 4 
days if acute exacerbation 

Bronchitis 



 Weigh benefits versus risks of the medication 

 Look at symptoms, sometimes you DO NOT NEED medications 

 Call physician supervisor or if needed the Infectious Disease Department 
for complicated cases: 619-532-7475 

Bottom Line 



Fleet Mental Health 

CDR S. King Hollis, PMHNP 

Mental Health Fleet Liaison 

Contact:  619-556-8090 

Consult Liaison CL: 619-384-7280 
 



Medical Readiness Division 

 

MRD_SD_GMO@navy.mil 

(619) 556-5191 

Bldg 116 

San Diego, CA 92136 
 



Active Duty Clinic-Gen Surgery 

 

 

No longer available! 



Upcoming Meetings 

• July 27th @ 1000-1200 

– GERD 

– OSS 

– IBHC 

• August 31st @ 1000-1200 

– Health and Wellness 

 



CME – how to 



CME – how to 



CME Information 

• CME Code (To claim credit online):  8454 
 

• Closing Date (To claim credit online):  06 JUL 2016 
 

• To complete CME  
– Log onto the MRD IDC website and click on the CME credit 

link 
or 

– Go to NMCSD SEAT SharePoint site (via citrix or NMCSD/BMC 
computer) and click on MRDSD Waterfront Meeting  

http://nmcsd-as-
spfe05/sites/dpe/setd/Lists/cmesurvey/Item/newifs.aspx?List=be0f840e%2D0489%2D4b
5a%2Db8de%2D9c4cd1a323e5&Web=0901130e%2Dd444%2D45b8%2D8bc7%2D5b9ec1
0dca77 

http://nmcsd-as-spfe05/sites/dpe/setd/Lists/cmesurvey/Item/newifs.aspx?List=be0f840e-0489-4b5a-b8de-9c4cd1a323e5&Web=0901130e-d444-45b8-8bc7-5b9ec10dca77
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